Introduction: While feedback continues to pose challenges, new understanding is emerging. Feedback is now being seen as an interaction in which learner engagement, supportive relationships, reflection, and cooperative planning are important. In response and through research, we developed and tested the R2C2 model and teaching materials to support its use. Methods: R2C2 is an evidence-based reflective model for providing assessment feedback. It includes four phases: (1) relationship building, (2) exploring reactions to the feedback, (3) exploring understanding of feedback content, and (4) coaching for performance change. It provides a strategy for facilitating feedback conversations that promote engagement with performance data and enable coaching for improvement. This package of educational materials includes paper-based and video resources designed to support interactive learning and skills development in facilitating feedback and coaching. Specific strategies are described and demonstrated for each phase of the R2C2 model and include a learning change template for the coaching phase. Resources can be used by an individual or group. A workshop outline with presentation slides and a practice scenario are also included. Results: Through research, invited and peer-reviewed presentations, and feedback from colleagues who have used the materials and the R2C2 model, we have learned that the model is intuitive and easy to use, that it can engage the learner and support coaching, and that the educational materials are clear and useful. Discussion: The model is intuitive, especially within competency-based education, is easy to follow, and makes sense to faculty, which makes it easy to implement in most programs.
Introduction
The R2C2 is an evidence-based reflective model for providing assessment feedback in residency education. It supports supervisors in engaging residents in a conversation about their assessment data The R2C2 model is the result of a progressive program of research exploring the inadequacies of selfassessments and the challenges inherent in seeking, receiving, assimilating, and using external data and feedback to inform one's self-assessment and performance improvement. While the intent of formative performance assessment and feedback is quality improvement and enhanced performance, recent studies of students', residents', and physicians' responses to formal performance feedback demonstrate that feedback is not always accepted or used. Reasons for this include inconsistency of the data with recipients' own perceptions of their performance, concerns regarding data credibility, contextual factors, and perceived barriers to data use and practice change. In response, we developed an evidence-and theory-informed reflective model for facilitating performance feedback use and practice improvement.
Original Publication
Additional research on the implementation of workplace-based assessment with residents has demonstrated that assessments and feedback may not be taken seriously by residents or found useful. This occurs for various reasons, including lack of engagement of faculty, inadequate observation, lack of clarity concerning performance standards or milestones, and nonspecific feedback that does not point to a way to improve. Residents report receiving limit performance feedback and feedback that is not useful due to lack of specificity, clear performance standards, or timeliness. Additionally, workplace culture, context, and relationships impact assessments and feedback.
Workplace-based assessment in residency education has developed in recognition of both the rich and varied learning that occurs there and the idea that for residents to benefit optimally from such learning, effective means of assessing learning and providing feedback are critical. Congruent with its adoption are the introduction and widespread adoption of competency-based education and assessment, which rely on learners receiving regular feedback to enable them to progress through the various milestones to achieve competency. Numerous instruments have been developed to foster direct observation and facilitate feedback, and it is increasingly common for multiple assessments of residents to be required. Notwithstanding these developments, recent literature suggests that residents still report receiving suboptimal feedback that diminishes the impact of the feedback and the resident's motivation and ability to improve. Equally important is the recognition that for competency-based medical education to be fully realized, mentoring and coaching have to enable learners to identify their needs for improvement and plan and make changes to address those needs.
The model includes four phases: (1)relationship building, (2) exploring reactions to the feedback, (3) exploring understanding of feedback content, and (4) coaching for performance change. The model is referred to as the R2C2 feedback model. We first developed the content for each of the four phases in the model and the phrases used with each from a review of the theory and research informing effective feedback practices and coaching for change. We then tested the phases and the phrases through formal performance feedback sessions with physicians. Testing confirmed the model with slight modifications and additional phrases. We are currently finalizing testing the model with residents.
Methods
We provide multiple educational materials, paper-based and video, to support learning about and practicing the skills described in the R2C2 feedback model and its phases. From an educational perspective, providing multiple methods enhances skill learning and enables learners to select the resources most helpful for them. The trifold brochure, facilitation strategies document, and Resident Learning Change Plan are resources developed and tested through research. Educational materials include the following and are described below: The last four materials listed are for interactive group workshops. They provide workshop objectives and outline (Appendix F), slides (Appendix G), a case scenario for role play or demonstration (Appendix H), and a sample script for demonstration of the case and use of R2C2 (Appendix I). Tips for using the materials are provided in the workshop outline and slides. Other materials discussed above can also be integrated into group workshops.
The materials required for learning are the ones listed above. The time required for review of the trifold handout and the video files is about 20-30 minutes, with another 15-30 minutes of additional time to review and, ideally, practice the strategies for facilitated feedback and coaching, for a total time commitment of approximately 45 minutes.
Individuals can learn about the model on their own or in a group by using the documents, videos, and slides. Group learning enables sharing of experiences and observations. The faculty/facilitators instructing about the model need to be familiar with it and prepared to share their experiences providing feedback to residents. Learning is enhanced by providing role-playing scenarios that encompass common feedback challenges within a program. Feedback we have received indicates training is beneficial when following the above-suggested guidelines for use of the materials provided.
Results
We have tested the feedback model for acceptability and efficacy with volunteer physicians who received formal performance and their facilitators using video-and audiotaped data of their feedback sessions. Based on the positive results, we are currently testing the model with residents (n = 51) receiving formal performance feedback and their supervisors in five different programs and three countries, using a case study methodology. Our team has also formally trained 27 supervisors in use of the R2C2 model. Team members have made a large number of invited and peer-reviewed presentations on the model in the US, Canada, and Europe. As a result of these presentations, the model is being informally adopted and used internationally by numerous groups and individuals who wish to enhance residents' and physicians' use of feedback. The feedback we get is that the R2C2 model is intuitive, is easy to follow, makes sense, and enables fruitful interactions with leaners and physicians about their performance data and feedback.
We will provide final results on the residency research on the R2C2 model when the study is complete in the summer of 2016. Preliminary analysis of qualitative data is generally positive. Residents and faculty report liking the conversation, interaction, engagement, and planning for change that the model enables.
Representative comments include the following:
"Good to have evidence-based feedback." (Resident) "I think the learning change plan basically was . . . like . . . a destination. And now we have a map to take us there. That's how I would sum it up." (Resident) "Any program will benefit from this kind of feedback session. And everyone . . . individually as well as overall program will benefit from this kind of action plan as well as the feedback session." (Resident) "I think also because you tried to make a plan to improve it, it's less harsh right from the beginning. 
Discussion
A tip for success is noting that the model does present an approach differing from traditional ways of giving feedback, such as the unidirectional, top-down delivery or the feedback sandwich. It helps to emphasize that the goal is really helping the learner to change and improve and engaging the learner in a reflective conversation about the feedback and how he/she can improve. Using a coaching approach, which engages the learner in his/her change plan, seems to be one that is working.
The model is intuitive, especially within competency-based education, is easy to follow, and makes sense to faculty, which makes it easy to implement in most programs. It has been well received by both faculty and residents. We suggest users seek out feedback leaders who are willing to champion this new model in their organization. The R2C2 model emphasizes the main goal of feedback, which is to help the learner change and improve. Using a coaching approach that engages the learner appears to be working. Inform residents about the model and why it is being used, especially in competency-based education, and engage them in studying it and providing feedback on it.
A limitation is that the time commitment required to conduct a feedback session using the R2C2 model is longer than the time commitment for a brief feedback session, which may be challenging in some programs. Faculty and residents saw the value in the more in-depth conversation but did raise concerns about having time to conduct feedback sessions of that length on a regular basis with all residents in the program. Another limitation, also due to time constraints, is enabling busy faculty to find time to attend an R2C2 training workshop. Also, the R2C2 model is a different form of feedback than supervisors are used to implementing, which can create a sense of awkwardness early on.
Further revisions to the model will be informed by our ongoing study, finishing in the summer of 2016. 
